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1.0 Abstract 
 
Aim: (1) To determine older people’s views of oral health and healthy ageing in the Hong 
Kong context using a mixed methods approach; and to identify variations in their perceptions. 
(2) To evaluate the impact of a healthy ageing and oral health intervention on changing 
perceptions to oral health and healthy ageing.  
 
Methods: At three day care centres for older people in Hong Kong, elders attending (119) 
were invited to participate in an a face-to face interview survey on ‘oral health and health 
ageing’. Following on six focus group discussions were held at two of the centres and 
transcripts were analyzed qualitatively using a thematic approach.  An oral health education 
talk was delivered and follow-up assessments of their views of oral health and healthy ageing 
one month later were obtained.  
 
Results:  63.9% (76/119) of day care elders participated in the survey. Oral health was largely 
viewed in terms of caries and periodontal health status - ‘teeth and gums’ (73.7%, 56) – with 
little understanding of the importance of other oral tissues. There was awareness of 
relationship between oral health and systemic health (61.8%, 47). Awareness of the impact of 
oral health on quality of life was relatively common (47.9%, 44) but limited in perspective to 
physical attributes. Awareness of potential oral health related risk factors for health ageing 
was poor and limited.  
 
Thematic analyses identified differences in perceptions of oral and healthy ageing but retaining 
natural teeth was not consistently perceived as important for health ageing, particularly in older 
age. Dentures were perceived as having limited value.  The relationship between oral health 
and systemic health was not well understood or believed. There was limited perceptions of 
the value of oral health beyond ‘eating’ and ‘comfort’. Hygiene was perceived as key to oral 
health and healthy ageing.  
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The response rate to the healthy ageing and oral health intervention was 79.3% (42/53). The 
‘oral health and healthy ageing’ initiative did increase awareness of oral health beyond ‘teeth 
and gums’ (p<0.05), but the importance of other oral tissues as integral to oral health remained 
low. There was no significant improvement in awareness of relationship between oral health 
and systemic health (p>0.05). The oral health and healthy ageing initiative did significantly 
increased awareness of the impact of oral health to quality of life (p<0.05) and also the 
multidimensional nature of oral health (p<0.05). Awareness of the multiple potential risk factors 
for oral health and healthy ageing did not significantly improve (p>0.05), and remained low.  
 
Conclusions: Many older people at the day care centres who participated in our community 
health project did not perceive oral health as contributing to healthy ageing. Understanding of 
the potential benefits of dental prosthesis was poor. Risk factors associated with poor oral 
health were not well understood. An intervention programme improved perceptions of oral 
health and healthy ageing (at least in the short term); but failed to improve understanding of 
potential risk factors that are important for oral health and healthy ageing.  
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2.0 INTRODUCTION 
 
Like many other countries, the Hong Kong population is ageing with an observed increase 
in the proportion and actual numbers of older people. This had been the result of an increasing 
life expectancy (currently 81.2 for men and 87.3 for women) and a reduced fertility rate among 
the population (Census Department, 2011). In 1991, 6.6% of the population were aged 65 and 
older, and this proportion had more than doubled by the 2011 population census, with a 
reported 13.3% of the population aged 65 and older. Furthermore, the proportion of older old 
(aged 80 and older) had also increased dramatically. By 2023 it is estimated that 
approximately 1-in-5 of the Hong Kong population will be over 65: an estimated 20.7% of the 
population, more than 1.5 million people.  This has led to growing concerns with the health, 
social and economic challenges associated with an ageing population (Legislative Council 
HKSAR, 2014). 
 
Hong Kong’s older population has many health concerns that give rise to substantial 
disability and poorer quality of life in old age (Yu et al., 2015). Most relate to chronic disease 
that are associated with the lifelong cumulative effects of lifestyle and environmental 
influences (Lai et al., 2014). Through effective health protection and promotion, many of the 
chronic health problems are potentially preventable and reversible (Sin et al., 2015). Old age 
is not necessarily associated with poor health and disability, and to this end the concept of 
promoting ‘healthy ageing’ has been advocated (Priyadarshini et al., 2014). Healthy Ageing 
has been defined by the World Health Organization as “The process of optimizing 
opportunities for health, participation and security in order to enhance quality of life as people 
age” (WHO, 1999). Considerable efforts have made in understanding and applying the 
concept of ‘healthy ageing’ in the local context of Hong Kong (Cheng et al., 2007; Lee and 
Fan, 2008; Leung, 2008). Key to promoting healthy ageing is raising awareness and support 
for individual healthy lifestyles relating to psychosocial well-being, healthy diet, physical 
exercise, smoking cessation and hygiene (Passarion et al., 2016).   
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 In the oral health sphere it is recognised that older people typically have the poorest 
oral health of the population (Batchelor, 2015). In Hong Kong, findings from the most recent 
population oral health survey has identified considerable tooth loss among the older population 
and a reported mean DMFT of 16.2 among community dwelling elders (Department of Health, 
2011). Approximately half of older people have evidence of untreated coronal caries and one 
third have untreated root caries. Poorest periodontal health status has also been observed in 
Hong Kong’s older population compared to other age groups. It is recognised that poorer oral 
health globally among older people is associated with functional impairments, inadequate 
nutritional intake, deteriorating quality of life and even death (Petersen and Yamamoto, 2005). 
To this end, there has been growing interest in the concept of ‘oral health for healthy ageing’ 
and recently the FDI World Dental Federation has issued a policy statement on the need to 
promote oral health, a healthy and functional detention as a fundamental part of general health 
and well-being (FDI, 2015).  
 
Central to promotion of ‘oral health for healthy ageing’ is to protect and prevent oral 
disease through individual lifestyle and community efforts.  There is however little 
understanding of what ‘oral health for healthy ageing’ means in the local context, the views of 
elders themselves in the local community. Moreover, whether raising awareness of the 
concept can influence older peoples’ perceptions of oral health in the wider physical, social 
and psychological dimensions, and the risk factors that are key to protecting and promoting 
oral health. This formed the basis of our community health project.  
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3.0 AIMS 
 
The aims of our community health project were:   
 
 
(1) To explore the concept of ‘oral health and healthy ageing’ in the local context of Hong 
Kong using a mixed methods approach (both quantitative and qualitative 
assessments);  
 
(2) To identify variations in perceptions ‘healthy ageing in the oral health’ context in 
relation to socio-demographic, health and oral health status factors; 
 
(3) To determine the effectiveness of focus group discussions and an oral health 
education initiative in raising awareness of the concept of ‘oral health and healthy 
ageing’: the biological, physical and psychosocial nature of oral health and risk factors 
are key to oral health for healthy ageing.   
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4.0 METHODS & MATERIALS  
 
4.1 Concept of ‘oral health and healthy ageing’ in the local context  
 
4.1.1 Study Population 
 
A list of registered Day Care Centres/ Units for Respite Services for older people in 
Hong Kong was obtained from the Social Welfare Department. Invitation letters were sent to 
local centres outlining the purpose of the study, with follow-up by emails and telephone. From 
the onset, given the limitations of time, manpower and resources, the intention was to recruit 
~100 older people across the centres. The inclusion criteria were (i) participants aged 60 and 
older, (ii) ability to understand and speak Cantonese; (iii) deemed physically and mentally fit 
by the centre to participate in an interview. Participants were informed of the purpose of the 
study and provided consent to participate in the study. The project was approved by the 
Institutional Review Board of the University of Hong Kong/ Hospital Authority Hong Kong West 
Cluster (HKU/HA HKW IRB), IRB reference number UW 16-142 (Appendix 1). Prior to 
implementing the project visits were made to the centres to facilitate logistics of the project. 
All three centres participated in a cross sectional survey (face-to-face interviews) of the 
meaning of ‘healthy ageing in the oral health context’ and two centres participated in the focus 
group qualitative study of the meaning of ‘healthy ageing in the oral health context’. Two 
centres were chosen to participate in a follow-up investigation of changes in perceptions to 
the meaning of ‘healthy ageing in the oral health context’ after an oral health education 
intervention on the ageing and oral health. Reliability of assessments was investigated at the 
third centre.  Oral care products were distributed at all centres.  
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4.2 Data Collection 
 
4.2.1 Survey of the ‘oral health and healthy ageing’: quantitative study  
 
Face-to-face interviews were conducted with participants at each centre on allocated 
days and time periods using a standardized questionnaire.  In developing the questionnaire 
World Health Organisaton (WHO) reports on ‘Active Ageing: A Policy Framework’ (WHO, 
2002); ‘Oral Health in Ageing Societies’ (WHO, 2005) and ‘Global Goals for Oral Health, 2020’ 
(WHO, 2003) and the ‘FDI World Dental Federation Policy Statement on Oral Health and 
Healthy Ageing’, (FDI, 2016) were reviewed. A 32-item questionnaire was devised covering 
self-reported health and oral health state (5 items); meaning of healthy ageing in relation to 
tooth loss, caries and periodontal health status, oral mucosal and salivary gland function (11 
items); oral health and systemic health (5 items); perceived impact of oral health on daily 
activities/ quality of life (4 items); and attitudes towards behavioural practices to attain healthy 
ageing in the oral health context (6 items). In addition, socio-demographic information of the 
participants was collected: age, gender, educational attainment, family income level and place 
of birth (Appendix 2).  Each student member conducted between 3-5 face-to-face interviews 
at each site, with an allocated time of 20-30 minutes per interview.  
 
Reliability of assessment was conducted at one centre, where by 21 participants were 
randomly selected to complete sections of the questionnaire again at the end of the session.  
 
4.2.2 Data collection for ‘oral health and healthy ageing’: qualitative study. 
 
Following the quantitative screening at two of the centres (Central and Western District 
Day Care Centre for Elderly and Wong Chuk Hang Day Care Centre) participants’ attitudes to 
healthy ageing and oral health were determined by summating responses to the items. 
Participants were categorized as having ‘low’, ‘medium’ or ‘high’ positive attitudes to ‘oral 
health and healthy ageing’ based on median and interquartile range values to the screening 
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questionnaire. They were then invited to participate in focus group discussions.  Participants 
were informed that the purpose of the focus groups was to gain an understanding from a group 
of older people who shared similar attitudes to healthy ageing and oral health - their 
perceptions, opinions, beliefs and attitudes relating to healthy ageing and oral health. They 
were not informed that were identified through screening as having poor, medium or high 
positive attitudes so as not to bias their views.  The focus group discussions were held after a 
2-hour break following the quantitative screening.   
 
Six focus group discussions were conducted comprising 8-10 participants in each 
group in separate assigned rooms at the centres and facilitated by three group members: a 
key facilitator, a scribe who recorded verbatim responses in Chinese, and assistant scribe who 
kept a record of who spoke, key points and any observations (including non-participation 
observation). Vignettes were employed as elicitation tools of participant’s responses to three 
hypothetical situations relating to tooth loss: A) Edentulism; B) Some tooth loss; C) Complete 
dentition. Participants were asked about their views on each of the scenario and to outline the 
‘positive’ and ‘negative’ factors associated with various oral health states: how and why it may 
affect healthy ageing. The focus group discussion followed a semi-structured interview 
approach which explored the three hypothetical scenarios in relation to (i) age: younger elders 
(65-74) and older elders (80 plus); (ii) gender: male and female; and (iii) medical status: 
generally health and underlying medical problems. The scenarios and semi-structured 
interview were derived with consideration of the focus (aim) of the project, time allocation (up 
to one hour) and it was piloted and modified prior to implementation. The length of time of 
each focus group discussion was recorded. At the request of the centres video and audio 
recordings were not conducted.  
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4.3 Data Analyses  
 
4.3.1 Data Analyses of survey data: quantitative study  
 
 The data was input into statistical software package – Statistical Package for Social 
Sciences Version 23 (SPSS, 2011).  Frequency tables were produced of responses to identify 
missing data or miscoded data. Original questionnaires were checked in cases of anomalies. 
The response rate to the survey was calculated and the profile of respondents in terms of 
socio-demographics, self-reported oral health and health status was produced.  Socio-
demographic variations in reported oral health status and, associations between general 
health ratings and oral health were examined by cross-tabulating responses with the p-value 
identified through Chi-square statistics. Following on, perception of (i) oral tissues, (ii) oral 
health’s relationship to systemic health, (iii) oral health’s impact on quality of life and (iv) risk 
factors associated with maintaining oral health were examined. Variations in these perceptions 
in relation to socio-demographic and reported health/oral health status were examined (again) 
using Chi-square statistics. The Pearson’s Chi- square (χ2) statistics tests the null hypothesis 
the frequency of distribution is consistent (similar), with a p<0.05 rejecting the null hypothesis. 
 
4.3.2 Data Analyses of focus group discussion: qualitative study  
 
The transcripts of the qualitative focus group discussions were analyzed using a 
thematic 6-step approach: A) Preparation of Data, B) Identifying Unit of Analysis; C) 
Developing categories and coding schemes, D) Testing the coding scheme on a sample of 
text, and E) Drawing conclusions from the coded data. 
 
A) Preparation of Data: Firstly the texts of interview were prepared with consideration of 
notes from assistant scribe of key points raised, order that participants spoke (identified by 
number), and a note of non-participation observation in the focus group discussion.  For each 
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focus group two members translated the scripts from Chinese to English and then the English 
scripts were back translated to Chinese and comparisons made. 
 
B) Unit of Analysis: Expressions of ideas relating to (i) physical, (ii) social and (iii) 
psychological aspects of oral health in relation to healthy ageing were used to define the basic 
unit of texts. These units of texts rather than the units of sentences or paragraphs were 
identified from one focus group discussion in class. These themes as units of analysis were 
then applied to the remaining focus group scripts. To ensure reliability of the unit of analyses 
the scripts were again reanalyzed, compared and discussed. 
 
C) Developing categories and coding schemes: In the absence of a theoretical framework 
on oral health and healthy ageing an inductive content analysis approach was employed on 
the text data whereby under each unit of analyses – physical, social or psychological aspects 
– categories within each unit were identified. For example under the physical unit categories 
of pain, discomfort, biting, chewing, etc., were identified. Systematic comparison of the text 
assigned to a category within each unit of analyses was conducted to ensure full 
understanding of the theoretical properties of the individual categories.  Notes were made to 
integrate potentially overlapping categories. It was permissible to assign units of texts to more 
than one category. A coding manual of categories was devised from analysis of one focus 
group text in class. Although it was assumed that coding manual would evolve through the 
process of data analyses on other focus group texts. 
 
D) Testing the coding scheme on a sample of text: On a second set of focus group texts 
the consistency of applying the coding scheme was examined. Doubts and problems 
concerning the definition of categories and coding were discussed and resolved.  
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E) Coding of all texts and assessing consistency: Following sufficient consistency of the 
coding scheme the text of the remaining focus group texts were analyzed and the agreement 
in coding checked. 
 
F) Drawing conclusions from the coded data: This stage involved identifying relationships 
between categories and how they were related to each of the hypothetical scenarios. 
 
 
4.4        Changes in perceptions of  ‘oral health and healthy ageing’ in the local context  
 
At two of the centres follow-up visits were made approximately one month later. Face-to-face 
interviews were conducted using the original 32 item questionnaire that had been sued at the 
baseline assessment (see 4.1 above). This data was then entered into the SPSS package and 
merged with the original data. Participation at both times was identified by matching socio-
demographic data.  Changes in perceptions to (i) oral tissues, (ii) oral health’s relationship to 
systemic health, (iii) oral health’s impact on quality of life and (iv) risk factors associated with 
maintaining oral health were examined, using the McNemar’s statistical test; it is a statistical 
test used on paired nominal data (i.e. data collected on the same group of people at two time 
points). It is applied to 2 × 2 contingency tables with a dichotomous trait, with matched pairs 
of subjects. It determines whether the row and column frequencies are equal (that is, whether 
there is "marginal homogeneity").The McNemar’s test is a paired version of the Chi-Square 
test. A p-value of <0.05 implies a statistical difference – change in perceptions.  
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5.0 RESULTS 
 
5.1 Survey of the ‘oral health and healthy ageing’: quantitative study  
 
5.1.1 Response Rate and Profile of Participants  
 
The response rate was 63.9% (76/119). Participants ranged from 65 to 100 years of 
age, with a mean age of 82.3 (SD 8.5) and a median age of 84 (IQR 78.0, 88.0); 69.7% (53) 
were 80 or older. The majority were female (60.5%, 46), the highest level of formal education 
they reported to receive was primary school (77.6%, 59) and reported family income levels of 
<$10,000 per month (65.8%, 50). Table 5.1.  
 
Table 5.1 Socio-demographic Profile of Participants  
 
  % (Number) 
 
   
Gender Male 39.5 (30) 
 Female  60.5 (46) 
   
Education level  Primary school or below 77.6 (59) 
 Secondary 19.7 (15) 
 Tertiary  02.6 (2) 
   
Family Income level  <HK$10,000 65.8 (50) 
 HK$10,000-HK$19,999 23.7 (18) 
 HK$20,000 or more  10.5 (8) 
   
Born in Hong Kong Yes 46.1 (35) 
 No  53.9 (41) 
   
  Mean (SD) 
   
Age  82.3 (8.5) 
   
 
5.1.2 Reported Health and Oral Health Status  
 
Approximately half rated their general health as fair or poor (48.7%, 37) and their oral 
health as fair or poor (51.3%, 39). One in five reported to possess no natural teeth (19.7%, 
15) and likewise 19.7% (15) reported having 20 or more natural teeth. Most reported to 
wearing a denture (55.3%, 42); 40.8% (31) possessing upper and lower dentures. Among 
those who reported to have no natural teeth, all but one reported to have dentures. Among 
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those with 20 teeth or more none reported to have a denture. Among those who reported to 
have less than 10 teeth, approximate a third (32%, 8/25) reported to not possess a denture. 
 
Reported number of teeth possessed was significantly associated with socio-
demographic factors, Table 5.2. Older participants (aged 80 above) were less likely to have 
20 teeth than younger participants (aged less than 80): 77.0% (47) versus 23.0% (14), p<0.01. 
A higher proportion of males reported possessing 20 teeth than females; (60.0%, 9) versus 
(40.0%, 6), p>0.05. Those who reported attaining formal education beyond primary school 
were more likely to have 20 natural teeth than those who whose highest level of education 
was primary school, (53.5%, 8) versus (46.7%, 7), p<0.01. Participants born in Hong Kong 
were more likely to possess 20 teeth than those born in Mainland China, (73.3%, 11) versus 
(26.7%, 4), p<0.05. 
 
Table 5.2 Socio-demographic Variations in reported Oral Health Status 
 
  20 teeth 
% (N) 
<20 teeth 
% (N) 
p-value* 
     
Age group <80 60.0 (9) 23.0 (14) 0.005 
 80 and above 40.0 (6) 77.0 (47)  
     
Gender Male 60.0 (9) 34.4 (21) 0.069 
 Female 40.0 (6) 65.6 (40)  
     
Education Primary 46.7 (7) 85.2 (52) 0.001 
 Above Primary 53.5 (8) 14.8 (9)  
     
Income <10,000HK$ 53.5 (8) 68.9 (42) 0.256 
 >10,000HK$ 46.7 (7) 31.1 (19)  
     
Birth Hong Kong 73.3 (11) 39.3 (24) 0.018 
 Mainland China 26.7 (4) 60.7 (37)  
*p-value derived from Chi-Square Statistics  
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Reported general health status was significantly associated with self-reported oral 
health status, Table 5.3.  Those who reported their general health status as ‘good or better’ 
more frequently rated their real health as ‘good or better’ than those who rated their health as 
‘fair or worse; 66.7% (26) versus 29.7% (11), p<0.01.  Reported general health status was 
also significantly associated with reported number of teeth possessed, p<0.05.  
 
Table 5.3 Self-reported Health status and Oral Health 
 
  Good Health 
% (N) 
Not Good Health 
% (N) 
p-value* 
     
Oral Health Good 66.7 (26) 29.7 (11) 0.001 
 Not Good 33.3 (13) 70.3 (26)  
     
Teeth None 12.8 (5) 27.0 (10) 0.028 
 <10 23.1 (9) 43.2 (16)  
 10-19 38.5 (15) 16.2 (6)  
 20 or more 25.6 (10) 13.5 (5)  
 
*p value derived from Chi-Square Statistics 
 
 
5.1.3 Perceptions of Oral Health beyond the ‘Teeth and Gums’ 
 
Approximately a quarter of participants (26.3%, 20) have a holistic view of oral health 
as concerning caries, periodontal, salivary and mucosal status - beyond the ‘teeth and gums’. 
There was no significance socio-demographic variation in this perception with respect to age 
group (p>0.05), gender (p>0.05), educational attainment (p>0.05), family income (p>0.05) or 
place of birth (p>0.05), Table 5.4. 
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Table 5.4 Variations of perceptions of oral health beyond the teeth and gums 
 
  Holistic  
% (N) 
Non-Holistic  
% (N) 
p-value* 
     
Age <80 25.0 (5) 32.1 (18) 0.551 
 80 and above 75.0 (15) 67.9 (38)  
     
Gender Male 40.0 (8) 39.3 (22) 0.955 
 Female 60.0 (12) 60.7 (34)  
     
Education Primary 70.0 (14) 80.4 (45) 0.340 
 Above Primary 30.0 (6) 19.6 (11)  
     
Family Income <10,000HK$ 60.0 (12) 67.9 (38) 0.525 
 >10,000HK$ 40.0 (8) 32.1 (18)  
     
Place of Birth Hong Kong 60.0 (12) 41.1 (23) 0.145 
 Mainland China 40.0 (8) 58.9 (33)  
 
*p-value derived from Chi square test 
 
 
Reported general health status has a borderline significance with respect to this 
perception (p=0.05). There was no significant variation in holistic perceptions of oral health 
with respect to self-reported oral health status (p>0.05) or number of teeth retained (p>0.05), 
Table 5.5. 
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Table 5.5 Variations of perceptions of oral health beyond the teeth and gums 
 
  Holistic view 
% (N) 
Non-holistic view 
% (N) 
p-value* 
     
Systemic health Good 70.0 (14) 44.6 (25) 0.051 
 Not good 30.0 (6) 55.4 (31)  
     
Oral Health Status Good 50.0 (10) 48.2 (27) 0.891 
 Not good 50.0 (10) 51.8 (29)  
     
WHO goal Yes 80.0 (16) 73.2 (41) 0.547 
 No 20.0 (4) 26.8 (15)  
 
*p value derived from Chi-Square Statistics 
 
 
5.1.4 Perceptions of Oral Health and Systemic Health Relationship 
 
 
Most (61.8%, 47) perceived that their oral health status influenced systemic health and 
vice versa. Participants born in Hong Kong more frequently perceived oral health and systemic 
health relationship than those born in Mainland China: 57.4% (27) versus 42.6% (20), p<0.05. 
However there was no significant variations with respect to age group (p>0.05), gender 
(p>0.05), educational attainment (p>0.05) or income level (p>0.05), Table 5.6.   
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Table 5.6 Variations of perceptions of oral health and systemic health relationship 
 
  Perceived 
    % (N) 
Not Perceived 
    % (N)  
p-value* 
     
Age <80 31.9(15) 27.6(8) 0.690 
 80 and above 68.1(32) 72.4(21)  
     
Gender Male 42.6(20) 34.5(10) 0.484 
 Female 57.4(27) 65.5(19)  
     
Education Primary 76.6(36) 79.3(23) 0.783 
 Above Primary 23.4(11) 20.7(6)  
     
Family Income <10,000HK$ 59.6(28) 75.9(22) 0.146 
 >10,000HK$ 40.4(19) 24.1(7)  
     
Place of Birth Hong Kong 57.4(27) 27.6(8) 0.011 
 Mainland China 42.6(20) 72.4(21)  
 
*p value derived from Chi-Square Statistics 
 
Reported oral health status was also significantly associated with the perception that 
oral health status influenced systemic health and vice versa. Those who have reported to have 
obtained the WHO oral health goal (retaining 20 teeth without recourse to denture) more 
frequently perceived that their oral health status influenced systemic health and vice versa 
than those who reported not having attained the WHO oral health goal (85.1%, 40) versus 
(14.9%, 7), p<0.05, Table 5.7. There was no significant difference in perceptions with respect 
to self-rating of health status (p>0.05) or self-rating of oral health status (p>0.05), Table 5.7. 
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Table 5.7 Variations of perceptions of oral health and systemic health relationship 
 
 
  Perceived 
   % (N) 
Not Perceived 
   % (N)  
p-value* 
     
Systemic health Good 48.9 (23) 55.2 (16) 0.597 
 Not good 51.1 (24) 44.8 (13)  
     
Oral Health Status Good 44.7 (21) 55.2 (16) 0.374 
 Not good 55.3 (26) 44.8 (13)  
     
WHO goal Yes 85.1 (40) 58.6 (17) 0.010 
 No 14.9 (7) 41.4 (12)  
          
        *p value derived from Chi-Square Statistics 
 
5.1.5 Perceptions of Oral Health and Quality of Life 
 
 
More than half of the participants (57.9%, 44) perceived oral health as impacting on 
daily living/ quality of life: 55.2% (42) perceived oral health as affecting physical activities 
(55.3%, 42), 55.3% (42) affecting social activities 51.2% (39) as affecting social activities 
(51.3%, 39). Socio demographic factors was not significantly associated with perceptions of 
oral health’s impact on quality of life: age group (p>0.05), gender (p>0.05), education level 
(>0.05), income level (p>0.05), or place of birth (p>0.05), Table 5.8.   
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Table 5.8 Variations of perceptions of oral health impact on quality of life 
 
  Perceived 
    % (N) 
Not Perceived 
    % (N)  
p-value* 
     
Age <80 34.1(15) 25.0(8) 0.394 
 80 and above 65.9(29) 75.0(24)  
     
Gender Male 38.6(17) 40.6(13) 0.869 
 Female 61.4(27) 59.4(19)  
     
Education Primary 77.3(34) 78.1(25) 0.930 
 Above Primary 22.7(10) 21.9(7)  
     
Family Income <10,000HK$ 68.2(30) 62.5(20) 0.606 
 >10,000HK$ 31.8(14) 37.5(12)  
     
Place of Birth Hong Kong 52.3(23) 37.5(12) 0.202 
 Mainland China 47.7(21) 62.5(20)  
     
 
*p value derived from Chi-Square Statistics 
 
 
Reported oral health status was also significantly associated with perceptions of oral 
health’s impact on quality of life. Those who have reported to obtain the WHO oral health goal 
(retaining 20 teeth without recourse to denture) more frequently perceived oral health as 
impacting on the quality of life than those who reported not having obtained the WHO oral 
health goal (85.1%, 40) versus (14.9%, 7), p<0.05, Table 5.7. There was no significant 
difference in perceptions with respect to self-rating of health status (p>0.05) or self-rating of 
oral health status (p>0.05), Table 5.9. 
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Table 5.9 Variations of perceptions of oral health’s impact on quality of life 
 
  Perceived 
% (N) 
Not Perceived 
% (N)  
p-value* 
     
Systemic health Good 47.7(21) 56.3(18) 0.463 
 Not good 52.3(23) 43.8(14)  
     
Oral Health Status Good 47.7(21) 50.0(16) 0.845 
 Not good 52.3(23) 50.0(16)  
     
WHO goal Good 88.6(39) 56.3(18) 0.010 
 Not good 11.4(5) 43.8(14)  
 
*p value derived from Chi-Square Statistics 
 
 
5.2 Survey of the ‘oral health and healthy ageing’: qualitative study 
 
5.2.1 Perceptions of Oral Health 
 
 
The general perceptions was that retaining ‘teeth’ was important for oral health and there was 
widespread agreement  that scenario depicting having more than 20 teeth was best. However 
this was perceived to be unrealistic in older age: “It is very rare to have 20 teeth when you are 
over 85.”; “…It is very difficult to have so many teeth at this age”; “I think it is normal to lose 
so many teeth if you are 85 years old”; “I don’t have many teeth, but I am fine”. However even 
the scenario of being edentulous was not necessarily considered as being a bad thing: “If you 
have no teeth, you won’t feel painful or uncomfortable.” 
 
Attitudes to replacing teeth with dentures was poor:  “Wearing dentures is not healthy. I don’t 
have dentures ”; “Wearing a denture is very troublesome.”; “You have to rinse it and brush it 
every day.”; “Don’t drop dentures on the floor, take good care of them.”; “…you notice there is 
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something in your mouth… it is very uncomfortable.’; “Wearing denture….. the whole body will 
feel uneasy”; “Denture is very expensive. Dentists in Hong Kong charges too much. How do 
they expect the elderly to pay?”; “There is air leakage when you are talking”; “You have to use 
denture fixatives in this case because there is no support…… It is even more troublesome for 
the elderly.”; “…it’s a waste of money”. 
 
Aside from retaining teeth there was awareness of caries being a problem: “If there are no 
cavities in teeth then it’s very good.”; “If you have holes in your teeth, it doesn’t look nice …like 
if in the front teeth”; “It will cause you pain in the end’; “You have to get them filled or take the 
tooth out.” Likewise there was an awareness of the importance of periodontal health but only 
when periodontal disease was extensive; “If you have loose teeth, then it is of course not 
healthy’  
 
5.2.2 Perceptions of Oral Health and Systemic Health’s relationship 
 
There was a very limited understanding of the relationship between oral health and 
systemic health: “I don’t know. But when you feel sick, you lie down on bed the whole day and 
won’t brush your teeth”. “There is a lot of Western Medicines around these days…most of the 
medications are actually toxic…..so I suppose they can’t be good for your teeth”; “How can I 
know? I am not a doctor. I take many drugs every day but I don’t think it affects my oral health.”  
 
5.2.3 Perceptions of Oral Health and Quality of Life 
 
There were widespread perceptions that oral health could affect physical functioning 
and the key attributes were pain and eating: “The most important thing is not having pain”; 
“Toothache is not a healthy sign….unhealthy.”. There was a focus on being able to eat: “Being 
able to chew and eat means healthy.”; “If he can eat food with less than 20 teeth without 
denture, he is of course healthy. If he can’t eat food, he is unhealthy.” “You need to be able to 
crush vegetables and swallow the food”; “…need to shred and mince, [with a denture] you 
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cannot chew like real teeth”; “If no teeth you can only eat soft food”; “If you can bite and eat 
food, it is already healthy for the elderly”; “It is okay as long as he can bite….already old… 
Don’t expect too much.” “Teeth are important …you still need to chew and eat, no matter you 
are man or woman, right?”  
 
There was limited awareness of the social dimensions of oral health, although the issue of 
aesthetic and speaking did emerge: “…being able to eat and speak is good enough”; “Without 
teeth ....can’t talk properly.”; “Sometimes my speech may be a little bit slurred and some words 
cannot be properly pronounced…..because of my denture”; “It is better for talking. Without 
teeth, he/she cannot talk”; “After the holes [cavities] are filled… can speak better.”; “If lost 
some teeth, then it will be not look good”; “He can’t eat. He can’t speak. He looks ugly with so 
many holes.”; “No pain and being able to chew. Or maybe aesthetics, but that’s not important 
if he is 85!” 
 
5.2.4 Perceptions of Risk Factors for Oral Health and Healthy Ageing 
 
The key risk factors perceived to be important for oral health and healthy aging were 
‘oral hygiene’: “If your oral hygiene is not good, then you will have caries, so it is of course not 
healthy”; “Brush harder ….then the teeth will be less easy to decay and will be more healthy”; 
“Hygiene is very important, without hygiene having a lot of teeth is useless. Your teeth bleed 
and hurt if you are not aware of hygiene”. “Not smoking and drinking means good health …..is 
that important for teeth?”. 
 
5.3 Changes in ‘oral health and healthy ageing’ awareness 
 
5.3.1 Response rate and profile of participations  
 
 
The response rate to the ‘Oral Health and Health Ageing’ intervention was 79.3% 
(42/53). There was no significant difference in the mean age of those who completed the study 
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compared to those who dropped out of the study (84.7 (SD 8.3) versus 78.9 (SD (9.5), p>0.05) 
or the proportion of subjects aged 80 and older, p>0.05; Table 5.10. There was no significant 
difference in the profile of those who completed the study versus those who did not complete 
the study with respect to gender (p>0.05), place of birth (p>0.05), educational attainment 
(p>0.05) or family income level (p>0.05).  Furthermore, there was no significant difference in 
the profile of those who completed the study versus those who did not complete the study with 
respect to self-rating of health (p>0.05), self-rating of oral health (p>0.05), reported number of 
natural teeth (p>0.05) or attainment of WHO oral health goal (p>0.05), Table 5.10. 
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Table 5.10 Variations in Participation in follow-up study  
 
 
  Completed 
% (N) 
Not Completed 
% (N) 
p-value* 
     
Age <80 31.0(13) 45.5 (5) 0.366 
 80 and above 69.0(29) 54.5(6)  
     
Gender Male 33.3(14) 45.5(5) 0.456 
 Female 66.7(28) 54.5(6)  
     
Education Primary 71.4(30) 63.6(7) 0.616 
 Above Primary 28.6(12) 36.4(4)  
     
Family Income <10,000HK$ 64.3(27) 45.5(5) 0.256 
 >10,000HK$ 35.7(15) 54.5(6)  
     
Place of Birth Hong Kong 54.8(23) 54.5(6) 0.990 
 Mainland 
China 
45.2(19) 45.5(5)  
Health Good 50.0(21) 63.6(7) 0.421 
 Not Good 50.0(21) 36.4(4)  
     
Oral Health Good 45.2(19) 36.4(4) 0.597 
 Not Good 54.8(23) 63.6(7)  
     
Teeth None 21.4(9) 9.1(1) 0.571 
 <10 26.2(11) 45.5(5)  
 10-19 26.2(11) 18.2(2)  
 20 or more 26.2(11) 27.3(3)  
 
*P-value derived from Chi Square statics  
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5.3.2 Change in perceptions of Oral Health beyond ‘the dentition’   
 
At baseline, approximately a quarter of participants (28.6%, 12) perceived oral health 
as concerning caries, periodontal, salivary and mucosal status. A follow-up, approximately half 
(47.6%, 20) perceived oral health as concerning caries, periodontal, salivary and mucosal 
status. There was a significant improvement in a holistic perceptions of oral health beyond 
‘teeth and gums’, p<0.05, Table 5.11.  Among those who did not perceive a holistic view of 
oral health at bassline, 30% (9/30) improved their perception following the oral health and 
healthy ageing initiative. For the most part those who had a holistic view at baseline retained 
such views at follow-up (11/12 participants).  
 
Table 5.11 Changes in perceptions of oral health beyond ‘teeth and gums’. 
 
  Holistic  
Baseline 
% (N) 
Not Holistic 
Baseline 
% (N) 
p-value* 
     
Follow-up     0.021 
 Holistic  91.7 (11) 30.0 (9)  
 Nor Holistic   8.3 (1) 70.0 (21)  
     
*P-value derived from McNemar test  
 
5.3.3 Change in perceptions of Oral Health and Systemic Health’s relationship   
 
 
At baseline approximately two-thirds of participants (66.7%, 28) perceived that oral 
health status influences systemic health, and vice versa. A follow-up, approximately three 
quarters (76.2%, 32) perceived that oral health status influences systemic health, and vice 
versa. For the most part participants who perceived that oral health status influences systemic 
health, and vice versa continued to perceive this at follow-up (89.3%, 25/28). Half of those as 
baseline who did not perceive that oral health status influences systemic health, and vice versa 
changed their perception at follow-up, p>0.05, Table 5.12. 
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Table 5.12 Changes in perceptions that oral health influences systemic health, and 
vice-versa. 
 
 
  Perceived  
Baseline 
% (N) 
Not Perceived 
Baseline 
% (N) 
p-value* 
     
Follow-up     0.334 
 Perceived  50.0 (7) 10.1 (3)  
 Not perceived  50.0 (7) 89.3 (25)  
     
*P-value derived from McNemar test  
 
5.3.4 Change in perceptions of Oral Health and Quality of Life 
 
There was a significant change in participants’ perceptions that oral health could 
impact on quality of life. Among participants, at baseline 59.6% (25) agreed that oral health 
could impact on quality of life whereas as follow-up those had increased to 78.6% (33), p<0.01, 
Table 5.13. All participants who perceived that oral health could impact on quality of life at 
baseline continued to perceive this at follow-up. Among those to who disagreed or were 
neutral about oral health’s impact on quality of life at baseline 47.1% (8/17) changed their 
perception at follow-up.  
 
Table 5.13 Perceptions of oral health impact on quality of life at baseline and follow up 
 
 
  Perceived  
Baseline 
% (N) 
Not perceived 
Baseline 
% (N) 
p-value* 
     
Follow-up     0.008 
 Perceived  100 (25) 47.1 (8)  
 Not perceived  0 (0) 52.9 (9)  
     
*p-value derived from McNemar test  
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At baseline approximately half of participants (54.8%, 23) perceived oral health’s impact on 
quality of life include social and psychological dimensions in addition to physical impacts. At 
follow-up, over three-quarters of participants (78.6%, 33) perceived oral health’s impact on 
quality of life include social and psychological dimensions in addition to physical impacts.  For 
the most part participants were consistent in perceiving multidivisional impacts of oral health 
at abs line and follow-up. Among those who did not perceive social/ psychological attributes 
of oral health as baseline over half (57.9%, 11/19) changed their perception at follow-up 
assessments, p<0.01, Table 5.14  
 
 
Table 5.14 Perceptions of oral health as a multidimensional concept: baseline and 
follow up. 
 
 
  Multidimensio
nal 
 
Not Multidimensional   
 
p-value* 
  Baseline 
% (N) 
Baseline 
% (N) 
 
Follow-up     0.006 
 Multidimensional 95.7 (22) 57.9 (11)  
  Not Multidimensional 
 
4.3 (1) 42.1 (8)  
     
*p-value derived from McNemar’s test  
 
5.3.5 Change in perceptions of risk factors for Oral Health and Healthy Ageing  
 
 
At baseline approximately one in five (21%, 8) had understanding of the multiple potential risk 
factors associated with oral health for healthy ageing – oral hygiene, smoking, stress, and 
dental attendance. At follow-up, a third of participants (35.7%, 15) had understanding of the 
multiple potential risk factors associated with oral health for healthy ageing. There was no 
significant changes in perceptions following the intervention, p>0.05, Table 5.15 
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Table 5.15 Perceptions of risk factors associated with oral health and healthy ageing  
  
 
  Comprehensive 
Baseline 
% (N) 
Not Comprehensive 
Baseline 
% (N) 
p-value* 
     
Follow-up  Comprehensive 66.7 (6) 27.3 (9) 0.146 
 Not Comprehensive 33.3 (3) 72.7 (24)  
     
*p-value derived from McNemar test  
 
6.0 DISCUSSION 
 
The response rate to the survey was good with over 70% of older people willing and 
able to participate. Non participation was related to underlying cognitive abilities. Cognitive 
impairments are reported to affect an estimated 1 in 6 older people in Hong Kong; increase 
with age, and are more common among those seeking respite and residential care (Wong et 
al., 2015).  The study population was a convenience sample but nonetheless shared many 
socio-demographic characteristics of the general population of the older population in Hong 
Kong in terms of gender and income levels (HK Census, 2011). Of note more than three-
quarters of the participants reported having no formal education or primary education at most 
(considerably higher than the older population as a whole ~ at one third).  Thus the use of 
face-to-face interview rather than self-completed questionnaires despite the time consuming 
nature was an appropriate choice given issues of literacy in addition to understanding. The 
age profile of participants ranged from 65 to 100 with a median age of 85 reflecting by and the 
large the views of an ‘older old’ group. 
 
Approximately half of the participants perceived the oral health as fair or poor. This 
reflects local survey findings of a high prevalence of one or more chronic disease among older 
people (Committee on Health Ageing HK, 2001). In terms of oral health approximately one in 
five reported to possess 20 natural teeth which reflects a similarity to findings among 
institutionalized elders (~20%) rather than community dwelling elders (~60%)  in Hong Kong 
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(Department of Health, 2011).  Of note among those who reported considerable tooth loss 
(less than 10 teeth) reliance on dental prosthesis was low (~ one third). Poorer oral health was 
observed with older age, lower educational attainment and among participants born in 
Mainland China.  This concurs with reported and expected socio-demographic variations in 
the oral health of older adults in Hong Kong at large (Lo et al., 2004). Perceived health status 
was associated with self-reported oral health and number of natural teeth which highlights the 
association and independence between systematic health and oral health that is widely 
reported (Jin et al., 2015). 
 
6.1 Oral Health beyond ‘the teeth and gums’ 
 
While it is recognised that the major oral disease are dental caries and periodontal 
disease; the influence of the oral health status of other tissues aside from that related to tooth 
structure and periodontal tissues are also important to consider. Oral mucosal lesions are 
common in older age and the occurrence of oral cancer arising from the oral mucosa increases 
with age and is associated with mortality and morbidity rates (Smith and Thomson, 2016). 
Furthermore, frequently the quantity and quality of saliva is reduced considerably in oral age 
as a result of atrophy of salivary glands and as a results of xerostomia influences associated 
with use of many medications taken in old age (Thomson, 2015). This can have consequences 
for comfort, digestion, taste and reduced deference against caries and other oral diseases. 
While dentistry has long advocated the role of the dentist as an ‘oral physician’ the public 
image of dentistry as providing treatment for ‘teeth and gums’ persists (Giddon, 2004). 
Findings from the most recent oral health survey in Hong Kong has identified poorest rates of 
dental attendance among older people, and particularly among edentulous subjects 
(Department of Health, 2011).  
 
Qualitative reports from the focus group discussion echoed these perceptions with a 
focus on ‘teeth’ representing oral health. Indeed, the opinion of replacing missing teeth by 
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prosthesis was often considered more of a problem in aspects relating to ‘comfort’ and ‘having 
to clean them’ and ‘to mind them’. There was limited discussion of the role of saliva or 
consideration of mucosal health.  
 
The oral and healthy ageing initiative did significantly improve awareness of the importance of 
other oral tissues beyond “teeth and gums”. An increase in awareness from approximately a 
quarter of participants at baseline to more than half at follow-up. This in part is likely to be 
attributed to the considerable focus on the oral mucosa and role of saliva in the oral health 
education talk. Nonetheless, awareness of importance of oral health tissues beyond ‘teeth and 
gums’ was low. While acknowledging that older people are a caries active group (both for 
coronal and root caries) and have poor periodontal tissue, with age the prevalence and 
importance of other oral health tissues warrant consideration. Health education programmes 
within life course and ageing programmes are needed to raise awareness, targeting such 
initiatives at all adults; particularly the pre-elderly and elderly of ageing and oral health is 
warranted. Continued promotion of the role of the dentist as an ‘oral physician’ is important 
and the actual practice of dentistry to older populations should reflect this – regular screening 
of the oral mucosal tissues and saliva testing.  
 
6.2 Oral Health and Systemic Health 
 
It has long been recognized that oral health status is influenced by underlying systemic 
health problems. In particular there is considerable evidence of the relationship between poor 
periodontal disease and diabetes mellitus, cardiovascular and cerebrovascular diseases (Jin 
et al., 2003; Ding and Jin, 2014; Dai et al., 2015). Furthermore there is a growing body of 
evidence of the management of systemic health problem that can also lead to improvements 
in oral health status (Jin et al., 2015). Thus, the relationship between oral health and systemic 
health is a ‘two-way’ street.  
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The mixed-methods analyses identified interesting finings in this regards. The 
quantitative findings identified that ~60% of participants perceived that oral health influences 
systemic health (and vice-versa). However there was limited evidence from the qualitative 
focus groups of the importance of systemic health and its control as an important means of 
ensuring healthy ageing.  Given that Hong Kong’s elder population frequently have underlying 
systemic problem – both diabetes and cardiovascular problems (Zhao et al., 2016) it is 
important that they are aware of the interrelationship between oral health and general systemic 
health. This in part may be due to the limited inter disciplinary referral and blended care 
pathways between providers of medical and dental care that has been reported elsewhere 
(FDI, 2016). Findings from the oral health and healthy ageing initiative did identify an increase 
in the awareness that oral health influences systemic health and vice-versa. Among 
participants who completed the programme, approximately three-quarters did perceive oral 
health as influencing systemic health (and vice-versa). However, this failed to reach a level of 
statistical significance which may be attributed to the limited sample size and associated 
reduced sample power or indeed the limited nature of the initiative – one off focus groups 
discussion and an oral health education talk. 
 
Efforts are warranted to increase awareness of the relationship between oral health 
and systemic health and is likely to be key to successful and healthy ageing.  
 
6.3 Oral Health and Quality of Life 
 
The concept of oral health has evolved from a narrow biological view of equating oral 
health with the absence of disease alone to a broader understanding of oral health in terms of 
physical, social and psychological attributes of oral health that influence day to day living or 
the ‘quality of life’ (McGrath and Bedi, 1999). Quality of life is central to the concept of healthy 
ageing - “The process of optimizing opportunities for health, participation and security in order 
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to enhance quality of life as people age” (WHO, 1999). In recent decades ‘Quality of Life’ has 
become important in assessing need and determining outcomes of care and treatment.   
 
The quantitative survey findings identified that ~60% of participants perceived that oral 
health could influence the quality of life. The multidimensional nature of oral health – physical 
plus psychological or social was perceived by less than half of participants. Findings from local 
oral health related quality of life surveys have estimated the prevalence and severity of the 
impact of oral health on quality of life to be relatively low and for the most part relates to 
physical dimensional impacts, irrespective of what type of oral health-related quality of life 
measures is used to assess it (Wong and McMillan et al., 2005; Luo et al., 2007). This is in 
contrast to findings in Western countries like the USA, Australia and the UK (Steele et al., 
2004; Slade et al., 2005) The lower perceived impact of oral health on quality of life and the 
limited nature in which it is perceived has been attributed to life events/experiences and 
potential differences in cultural derived values of oral health (McMillan et al., 2003).  
 
Qualitative findings identified that participants for the most part largely viewed oral 
health’s impact to daily life related to physical aspects such as being ‘free of pain’ and ‘eating’. 
There was limited understanding of potential social and psychological ways in which oral 
health affects daily life aside from potential ‘aesthetic’ value. Moreover, in scenarios of older 
subjects (aged 85 and older) the issue of social and psychological aspects were not 
considered by and large to be of any importance.  
 
Following the oral health and healthy ageing initiative there was a significant increase 
in awareness that oral health could impact on the quality of life. At baseline less than 60% 
perceived of such an impact and post intervention almost 80% perceived such an impact. 
Furthermore, there was a significant increase in perceived oral health’s impact on quality of 
life to be in a multidimensional way (physical plus psychological/ social) – a change from 
among half to three quarters of participants.  Raising awareness of oral health influences to 
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daily life/ quality of life has the potential to change attitudes and perceived value relating to 
oral health with consequences for increasing self-care and use of service to secure oral health 
in old age (Locker, 2004). It should be borne in mind that these improvement in awareness 
were observed in the short term (over a month period) and it is likely that other initiatives are 
required to maintain and further improve attitudes (Renz and Newton, 2009). Moreover, while 
changing attitudes are key to changing behavior. Changing behavior is a complex process 
and requires appropriate environmental support including access to care (Werner et al., 2016).  
 
6.4 Risk Factors for Oral Health and Healthy Ageing  
 
Central to optimizing opportunities for oral health as people age is to identify key risk 
factors relating to healthy ageing. There has been considerable efforts with respect to 
identifying key factors of coronal caries (Gao et al., 2010), root caries (Fadel et al., 2011) and 
periodontal disease (Chandra, 2007); and undoubtedly these will inform the process of 
assessment. Less efforts and understanding the risk factors of oral mucosal health aside from 
oral cancer (Scully and Porter, 2000), and saliva which is of increasing importance in old age.  
In the broader scope of ‘healthy aging’, the individual healthy lifestyles relating to psychosocial 
wellbeing, healthy diet, physical exercise, smoking cessation and hygiene are advocated (FDI, 
2016). 
 
Findings from the quantitative survey did identify older peoples’ awareness of key risk 
factors of ‘hygiene’ and ‘smoking’ but a limited understanding of the multiple risk factors 
potentially at play for oral health and healthy ageing. The qualitative findings echoed these 
sentiments with a focus on ‘hygiene’ and concerns of how to maintain self-care, particularly 
for oral appliances such as dentures. The oral health and healthy ageing initiative failed to 
improve understanding of the potential multiple risks at play, with only a third of participants 
having what could be interpreted as a comprehensive understanding of associated risk factors 
at follow-up. 
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Moving forward there is a need for greater surveillance using standardized 
epidemiological approaches to monitor changes in oral health as people age in the local 
context (FDI, 2016). Furthermore developing appropriate comprehensive risk factor 
assessment approaches for healthy ageing in the oral health context is needed, and evidence 
of their effectiveness is warranted. It seems important to integrate such approaches through 
the common risk factor approach to promote oral health, not just as an integral part of general 
health but also for enhancing opportunities as people age.  
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7.0 CONCLUSIONS & RECOMMENDATIONS 
 
Within the limitations of this community health project, a number of conclusions and 
recommendations are made:  
 
7.1 Oral Health and beyond ‘the teeth and gums’  
 
Conclusion: Oral health was largely viewed in terms of caries and periodontal health status -
‘the dentition’. Awareness of the importance of oral mucosal health and salivary function for 
oral health was not common. Qualitative focus groups discussion centered on retaining teeth 
for oral health with little understanding of the importance of other oral tissues, or indeed the 
importance of replacing missing teeth. The oral health and healthy ageing initiative did 
significantly increase awareness of oral health beyond ‘the dentition’ but the importance of 
other oral tissues as integral to oral health remained low. 
 
Recommendation: There is a need to increase awareness of oral health beyond the focus of 
‘teeth and gums’.  This is particularly important in older populations when the health of other 
oral tissues are often compromised. The role of the dentist as an ‘oral physician’ should be 
advocated. While this brief oral health and healthy ageing was effective in increasing 
awareness, the prevailing focus of oral health on ‘teeth and gums’ remained. While 
acknowledging the caries and periodontal disease are common and key to oral health of all 
age groups, there is a need for health promotion activities related to ageing and oral tissues. 
Incorporating such health promotion activities within life course and ageing programmes 
seems appropriate and to target such initiatives at all adults; particularly the pre-elderly and 
elderly. The importance of regular oral health screening (irrespective of number of teeth) 
should be advocated.  
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7.2 Oral Health and Systemic Health: 
 
Conclusion: Awareness of the relationship between oral health and systemic health – how 
oral health influences systemic health and vice-versa was common among participants but 
there is a lack of understanding of how and why this is important. The oral health and healthy 
ageing imitative did identify some evidence of an improvement in awareness of their 
interrelationship but failed to identify statically significant differences. 
 
Recommendation: Given that older people encounter systemic health problems (and multiple 
health problems), increasing awareness of the relationship between oral health’s influence on 
systemic health (and vice-versa) is important.  Greater interdisciplinary referral, collaboration 
and integration of care pathways between medicine and dentistry may facilitate more 
widespread awareness and understanding of the relationship between oral health and 
systemic heath for healthy ageing.  
 
7.3 Oral Health and Quality of Life  
 
Conclusion: Awareness of the impact of oral health on quality of life was relatively common 
but limited in perspective to physical attributes. Qualitative finding suggested that the 
multidimensional nature of oral health (physical and psychosocial) was not understood and 
that in older age only physical attributes were considered important. The oral health and 
healthy ageing initiative did significantly increase awareness of the impact of oral health to 
quality of life and also the multidimensional nature of oral health, at least in the short term. 
 
Recommendation: As quality of life is a key focus of healthy ageing there is a need to 
increase awareness of oral health’s potential impact on the quality of life of older people and 
the many ways in which can enhance quality of life.  This has potential to change attitudes 
and values of older people’s perceptions of oral health. Nonetheless it is acknowledged that 
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changing attitudes in themselves may not give rise to changes in behavior and thus the need 
to creative supportive environment for self-care and access to dental care in the community.  
 
7.4 Risk Factors for Oral Health and Healthy Ageing  
 
Conclusion: Awareness of potential oral health related risk factors for health ageing was poor 
and limited. Qualitative finding focused on issues of ‘hygiene’ with little understanding of other 
potential risk factors for oral health and healthy ageing. The oral health and health ageing 
initiative did not significantly increase awareness of the multiple potential risk factors for oral 
health and healthy ageing. 
 
Recommendation: There is a need to identify the important risk factors that are key to healthy 
ageing in the oral health context. The development of a risk factor assessment approach to 
healthy ageing for oral is likely to be useful to inform oral health promotion activities. 
Furthermore, integrating oral health promotion with health promotion in general through a 
common risk factor approach seems prudent. Assessment and monitoring of such process 
and activities is warranted through the ageing process.  
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Appendix 1 Survey Questionnaire 
 
 
 
關於健康老齡化（口腔健康）的問卷 
口腔健康老齡化的定義：在年齡增長的過程中確保口腔健康從而提高生活
質素。 
口腔健康是指牙齒、牙肉及牙托的健康。 
 
我們有興趣想知道你們覺得怎樣才是口腔的健康老齡化。 
 
 
基本資料 
 
性別:               男                          女 
年齡:   ＿＿＿＿＿ 
 
1.     你覺得自己的健康狀況如何？ 
   非常好           好              普通           差          非常差 
 
2.       你是否在香港出生? 
   是           否           
 
3.       你家庭的每月收入有多少? 
   少過$10000           $10000-$19999              $20000-$39999        
   多過$40000 
 
4.      教育水平 
  從未接受過教育         小學           中學            大學及大專 
 
5.    你覺得自己的口腔健康狀況如何？ 
   非常好           好              普通           差          非常差 
 
6.      你現在有多少隻牙齒? 
   沒有牙齒           少過10隻              10-19隻           多過20 隻     
 
7.      你有沒有配載活動牙托? 
   有，上顎           有，下顎             上下顎都有           沒有        
 
生活質素 
 
8.   你認為口腔頜面疾病會影響老年時的生活質素嗎?                                   
       非常同意           同意              中立           不同意          
非常不同意 
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9.   你認為口腔頜面疾病會於老年時會影響身體狀態,所以口腔健康和身體健康皆需要努力維
持嗎? 
        非常同意           同意              中立           不同意          
非常不同意 
  
 牙周病會影嚮糖尿病嗎？ 
 
        非常同意           同意              中立           不同意          
非常不同意 
 牙周病會影嚮心臟病嗎？ 
        非常同意           同意              中立           不同意          
非常不同意 
 
10. 你覺得口腔健康會影嚮你的生理狀況嗎? 
       非常同意           同意              中立           不同意          
非常不同意 
 
11.  你覺得口腔健康會影嚮你的心理狀況嗎? 
       非常同意           同意              中立           不同意          
非常不同意 
 
12. 你覺得口腔健康會影嚮你的社交生活嗎? 
       非常同意           同意              中立           不同意          
非常不同意 
 
13. 你認為口腔疾病會引致老年死亡嗎? 
       非常同意           同意              中立           不同意          
非常不同意 
 
口腔功能 
 
14. 健康老齡化代表不會因為口腔健康而感到痛楚及不適。 
      非常同意           同意              中立           不同意       
   非常不同意 
 
15. 健康老齡化代表沒有因為口腔問題而引起任何咀嚼及吞嚥的困難。 
             非常同意           同意              中立           不同意       
   非常不同意 
 
16. 健康老齡化代表不會因為口腔健康而影響日常對話與溝通。 
             非常同意           同意              中立           不同意       
   非常不同意 
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口腔感染 
 
17. 你認為年齡增長會增加口腔感染的機會嗎? 
             非常同意           同意              中立           不同意       
   非常不同意 
 
口咽癌 
 
18. 你認為患上口咽癌的機會隨着年齡增加嗎? 
             非常同意           同意              中立           不同意       
   非常不同意 
 
口腔及面頰變異 
 
19. 你認為年齡增長會增加口腔及面頰變異的機會嗎? 
             非常同意           同意              中立           不同意       
   非常不同意 
 
20. 你認為隨著年齡增長會增加牙齒患上缺憾的機會嗎? 
             非常同意           同意              中立           不同意       
   非常不同意 
 
蛀牙 
 
21. 健康老齡化代表減少因為老年蛀牙而脫牙的數目。 
             非常同意           同意              中立           不同意       
   非常不同意 
 
牙周病 
 
22. 健康老齡化是指因為牙周病而導致牙齒數目減少。 
             非常同意           同意              中立           不同意       
   非常不同意 
 
23. 你覺得口腔衛生差會增加患牙周病的風險嗎? 對於口腔健康老齡化有負面影嚮嗎? 
             非常同意           同意              中立           不同意       
   非常不同意 
 
24. 你覺得壓力會增加患牙周病的風險嗎? 對於口腔健康老齡化有負面影嚮嗎? 
          非常同意           同意              中立           不同意       
   非常不同意 
 
25. 你覺得吸煙會增加長者患牙周病的風險嗎?於口腔健康老齡化重要有負面影嚮嗎? 
             非常同意           同意              中立           不同意       
   非常不同意 
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26. 你覺得其他身體疾病(如糖尿病)會增加長者患牙周病的風險嗎? 對於口腔健康老齡化有負
面影嚮嗎? 
          非常同意           同意              中立           不同意       
   非常不同意 
 
27. 你覺得其他身體疾病的療程(如藥物治療)會增加長者患牙周病的風險嗎? 對於口腔健康老
齡化有負面影嚮嗎? 
          非常同意           同意              中立           不同意       
   非常不同意 
 
口腔黏膜的疾病 
 
28. 健康老齡化代表沒有口腔黏膜的疾病。 
            非常同意           同意              中立           不同意          
非常不同意 
 
29. 你認為隨著年齡增長會令口腔黏膜變薄嗎? 
            非常同意           同意              中立           不同意          
非常不同意 
 
唾液腺的疾病 
 
30. 健康老齡化代表沒有任何唾液腺的疾病。 
            非常同意           同意              中立           不同意          
非常不同意 
 
31. 你認為藥物治療會影嚮唾液的數量及質量嗎? 
         非常同意           同意              中立           不同意          
非常不同意 
 
32. 你認為唾液對防止口腔疾病重要嗎? 
             非常同意           同意              中立           不同意       
   非常不同意 
 
33. 你認為唾液對防止蛀牙重要嗎? 
             非常同意           同意              中立           不同意       
   非常不同意 
 
牙齒脱落 
 
34. 健康老齡化代表所有牙齒依然存在。 
          非常同意           同意              中立           不同意       
   非常不同意 
 
35. 健康老齡化代表最少有二十隻牙齒存在而不需要配戴牙托。 
             非常同意           同意              中立           不同意       
   非常不同意 
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36. 健康老齡化代表有部分牙齒存在而需要配戴牙托。 
             非常同意           同意              中立           不同意       
   非常不同意 
37. 你認為隨著年齡增長牙齒遂漸脱落屬自然現象嗎? 
      非常同意           同意              中立           不同意       
   非常不同意 
 
 
謝謝你抽時間完成問卷。 
 
Questionnaire	  on	  healthy	  ageing	  (oral	  health)	  
Definition	  of	  healthy	  ageing	  (oral	  health):	  The	  process	  of	  optimizing	  opportunities	  for	  oral	  
health	  in	  order	  to	  enhance	  quality	  of	  life	  as	  people	  ages.	  
Oral	  health	  is	  the	  health	  of	  your	  teeth,	  gums,	  mouth	  and/or	  denture.	  
	  
We	  are	  interested	  in	  what	  you	  think	  healthy	  ageing	  is	  for	  ‘oral	  health’.	  
	  
Personal	  information	  
	  
Gender:	  	  	  	  	  	  	  	  	  	  	  	  	  	  ¨	  M	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  ¨	  F	  
	  Age:	  	  	  	  	  	  _______	  
	  
1.	  	  	  	  	  How	  would	  you	  rate	  your	  general	  health?	  
¨	  	  	  Very	  Good	  	  	  	  	  	  	  	  ¨	  	  	  Good	  	  	  	  	  	  	  	  	  	  	  ¨	  	  	  Fair	  	  	  	  	  	  	  	  ¨	  	  	  Poor	  	  	  	  	  	  	  ¨	  	  	  Very	  Poor	  
	  
2.	  	  	  	  	  	  	  Were	  you	  born	  in	  Hong	  Kong?	  
¨	  	  	  Yes	  	  	  	  	  	  	  	  ¨	  	  	  No	  	  	  	  	  	  	  	  	  	  	  
	  
3.	  	  	  	  	  	  	  What	  is	  your	  family	  income?	  
¨	  	  	  <$10000	  	  	  	  	  	  	  	  ¨	  	  	  $10000-­‐$19999	  	  	  	  	  	  	  	  	  	  	  ¨	  	  	  $20000-­‐$39999	  	  	  	  	  	  	  	  ¨	  	  	  >$40000	  
	  
4.	  	  	  	  	  	  Highest	  level	  of	  education	  
¨	  	  Uneducated	  	  	  	  	  	  	  	  ¨	  Primary	  School	  	  	  	  	  	  	  	  	  	  	  ¨	  Secondary	  School	  	  	  	  	  	  	  	  	  ¨	  	  	  University	  or	  higher	  education	  
	  
5.	  	  	  	  Rate	  your	  oral	  health	  
¨	  	  	  Very	  Good	  	  	  	  	  	  	  	  ¨	  	  	  Good	  	  	  	  	  	  	  	  	  	  	  ¨	  	  	  Fair	  	  	  	  	  	  	  	  ¨	  	  	  Poor	  	  	  	  	  	  	  ¨	  	  	  Very	  Poor	  
	  
6.	  	  	  	  	  	  How	  many	  natural	  teeth	  you	  think	  you	  have?	  
¨	  	  	  None	  	  	  	  	  	  	  	  ¨	  	  	  <10	  	  	  	  	  	  	  	  	  	  	  ¨	  	  	  10-­‐19	  	  	  	  	  	  	  	  ¨	  	  	  >20	  	  	  	  	  	  
	  
7.	  	  	  	  	  	  Do	  you	  possess	  a	  denture,	  removable	  denture?	  
¨	  	  	  Yes,	  Upper	  arch	  	  	  	  	  	  	  	  ¨	  	  	  Yes,	  Lower	  arch	  	  	  	  	  	  	  	  	  	  ¨	  	  	  Upper	  and	  lower	  arch	  	  	  	  	  	  	  ¨	  	  	  No	  	  	  	  	  	  	  	  	  
	  
Quality	  of	  Life	  
	  
8.	  	  	  Do	  you	  agree	  that	  oral	  and	  craniofacial	  diseases	  (mouth	  and	  jaw)	  may	  affect	  the	  quality	  of	  life	  (daily	  living)	  in	  old	  age?	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
	  	  	  ¨	  	  	  Strongly	  Agree	  	  	  	  	  	  	  	  ¨	  	  	  Agree	  	  	  	  	  	  	  	  	  	  	  ¨	  	  	  Neutral	  	  	  	  	  	  	  	  ¨	  	  	  Disagree	  	  	  	  	  	  	  ¨	  	  	  Strongly	  Disagree	  
	  
9.	  	  	  Do	  you	  agree	  that	  oral	  and	  craniofacial	  diseases	  (mouth	  and	  jaw)	  may	  affect	  systemic	  health	  (general	  health)	  and	  vice	  
versa	  in	  old	  age	  and	  therefore	  important	  to	  manage	  both	  for	  healthy	  ageing?	  
	  	  	  	  	  	  	  ¨	  	  	  Strongly	  Agree	  	  	  	  	  	  	  	  ¨	  	  	  Agree	  	  	  	  	  	  	  	  	  	  	  ¨	  	  	  Neutral	  	  	  	  	  	  	  	  ¨	  	  	  Disagree	  	  	  	  	  	  	  ¨	  	  	  Strongly	  Disagree	  
	   	  
• Specific	  to	  periodontal	  disease	  and	  Diabetes	  Mellitus	  
	  
	  	  	  	  	  	  	  ¨	  	  	  Strongly	  Agree	  	  	  	  	  	  	  	  ¨	  	  	  Agree	  	  	  	  	  	  	  	  	  	  	  ¨	  	  	  Neutral	  	  	  	  	  	  	  	  ¨	  	  	  Disagree	  	  	  	  	  	  	  ¨	  	  	  Strongly	  Disagree	  
• Specific	  to	  periodontal	  disease	  and	  Cardiac	  diseases	  
	  	  	  	  	  	  	  ¨	  	  	  Strongly	  Agree	  	  	  	  	  	  	  	  ¨	  	  	  Agree	  	  	  	  	  	  	  	  	  	  	  ¨	  	  	  Neutral	  	  	  	  	  	  	  	  ¨	  	  	  Disagree	  	  	  	  	  	  	  ¨	  	  	  Strongly	  Disagree	  
	  
10.	  Do	  you	  think	  your	  dental	  and	  oral	  condition	  can	  affect	  you	  physically	  in	  your	  daily	  life?	  
	  	  	  ¨	  	  	  Strongly	  Agree	  	  	  	  	  	  	  	  ¨	  	  	  Agree	  	  	  	  	  	  	  	  	  	  	  ¨	  	  	  Neutral	  	  	  	  	  	  	  	  ¨	  	  	  Disagree	  	  	  	  	  	  	  ¨	  	  	  Strongly	  Disagree	  
	  
11.	  Do	  you	  think	  your	  dental	  and	  oral	  condition	  can	  affect	  you	  psychologically	  in	  your	  daily	  life?	  
	  	  	  ¨	  	  	  Strongly	  Agree	  	  	  	  	  	  	  	  ¨	  	  	  Agree	  	  	  	  	  	  	  	  	  	  	  ¨	  	  	  Neutral	  	  	  	  	  	  	  	  ¨	  	  	  Disagree	  	  	  	  	  	  	  ¨	  	  	  Strongly	  Disagree	  
	  
12.	  Do	  you	  think	  your	  dental	  and	  oral	  condition	  can	  affect	  you	  socially	  in	  your	  daily	  life?	  
	  	  	  ¨	  	  	  Strongly	  Agree	  	  	  	  	  	  	  	  ¨	  	  	  Agree	  	  	  	  	  	  	  	  	  	  	  ¨	  	  	  Neutral	  	  	  	  	  	  	  	  ¨	  	  	  Disagree	  	  	  	  	  	  	  ¨	  	  	  Strongly	  Disagree	  
	  
13.	  Do	  you	  agree	  that	  oral	  and	  craniofacial	  (mouth	  and	  jaw)	  diseases	  may	  lead	  to	  death	  in	  old	  age?	  
	  	  	  ¨	  	  	  Strongly	  Agree	  	  	  	  	  	  	  	  ¨	  	  	  Agree	  	  	  	  	  	  	  	  	  	  	  ¨	  	  	  Neutral	  	  	  	  	  	  	  	  ¨	  	  	  Disagree	  	  	  	  	  	  	  ¨	  	  	  Strongly	  Disagree	  
	  
Functional	  disorders	  
	  
14. Healthy	  ageing	  means	  not	  having	  pain	  and	  discomfort	  because	  of	  your	  oral	  health.	  
¨	  	  	  Strongly	  Agree	  	  	  	  	  	  	  	  ¨	  	  	  Agree	  	  	  	  	  	  	  	  	  	  	  ¨	  	  	  Neutral	  	  	  	  	  	  	  	  ¨	  	  	  Disagree	  	  	  	  	  	  	  ¨	  	  	  Strongly	  Disagree	  
	  
15. Healthy	  ageing	  means	  not	  having	  difficulty	  in	  chewing	  and	  swallowing	  because	  of	  your	  oral	  health.	  
	  	  	  	  	  	  	  	  	  ¨	  	  	  Strongly	  Agree	  	  	  	  	  	  	  	  ¨	  	  	  Agree	  	  	  	  	  	  	  	  	  	  	  ¨	  	  	  Neutral	  	  	  	  	  	  	  	  ¨	  	  	  Disagree	  	  	  	  	  	  	  ¨	  	  	  Strongly	  Disagree	  
	  
16. Healthy	  ageing	  means	  not	  having	  problems	  in	  speaking	  and	  communicating	  because	  of	  your	  oral	  health.	  
	  	  	  	  	  	  	  	  	  ¨	  	  	  Strongly	  Agree	  	  	  	  	  	  	  	  ¨	  	  	  Agree	  	  	  	  	  	  	  	  	  	  	  ¨	  	  	  Neutral	  	  	  	  	  	  	  	  ¨	  	  	  Disagree	  	  	  	  	  	  	  ¨	  	  	  Strongly	  Disagree	  
	  
Infectious	  diseases	  
	  
17. Do	  you	  think	  the	  chance	  of	  having	  infection	  in	  mouth	  (e.g.	  noma)	  increases	  with	  age?	  
	  	  	  	  	  	  	  	  	  ¨	  	  	  Strongly	  Agree	  	  	  	  	  	  	  	  ¨	  	  	  Agree	  	  	  	  	  	  	  	  	  	  	  ¨	  	  	  Neutral	  	  	  	  	  	  	  	  ¨	  	  	  Disagree	  	  	  	  	  	  	  ¨	  	  	  Strongly	  Disagree	  
	  
Oro-­‐pharyngeal	  cancers	  
	  
18. Do	  you	  think	  the	  chance	  of	  having	  cancer	  (oro-­‐pharyngeal)	  increases	  with	  age?	  
	  	  	  	  	  	  	  	  	  ¨	  	  	  Strongly	  Agree	  	  	  	  	  	  	  	  ¨	  	  	  Agree	  	  	  	  	  	  	  	  	  	  	  ¨	  	  	  Neutral	  	  	  	  	  	  	  	  ¨	  	  	  Disagree	  	  	  	  	  	  	  ¨	  	  	  Strongly	  Disagree	  
	  
Cranio-­‐facial	  anomalies	  
	  
19. Do	  you	  think	  the	  chance	  of	  craniofacial	  anomalies	  increases	  with	  age?	  
	  	  	  	  	  	  	  	  	  ¨	  	  	  Strongly	  Agree	  	  	  	  	  	  	  	  ¨	  	  	  Agree	  	  	  	  	  	  	  	  	  	  	  ¨	  	  	  Neutral	  	  	  	  	  	  	  	  ¨	  	  	  Disagree	  	  	  	  	  	  	  ¨	  	  	  Strongly	  Disagree	  
	  
20. Do	  you	  think	  the	  chance	  of	  developmental	  anomalies	  (defects)	  of	  teeth	  increases	  with	  age?	  
	  	  	  	  	  	  	  	  	  ¨	  	  	  Strongly	  Agree	  	  	  	  	  	  	  	  ¨	  	  	  Agree	  	  	  	  	  	  	  	  	  	  	  ¨	  	  	  Neutral	  	  	  	  	  	  	  	  ¨	  	  	  Disagree	  	  	  	  	  	  	  ¨	  	  	  Strongly	  Disagree	  
	  
Dental	  caries	  
	  
21. Healthy	  (oral	  health)	  ageing	  can	  be	  achieved	  by	  reducing	  number	  of	  teeth	  extracted	  due	  to	  dental	  caries	  in	  old	  age.	  
	  	  	  	  	  	  	  	  	  ¨	  	  	  Strongly	  Agree	  	  	  	  	  	  	  	  ¨	  	  	  Agree	  	  	  	  	  	  	  	  	  	  	  ¨	  	  	  Neutral	  	  	  	  	  	  	  	  ¨	  	  	  Disagree	  	  	  	  	  	  	  ¨	  	  	  Strongly	  Disagree	  
	  
Periodontal	  diseases	  
	  
22. Healthy	  (oral	  health)	  ageing	  can	  be	  achieved	  by	  reducing	  number	  of	  tooth	  loss	  due	  to	  periodontal	  diseases	  in	  old	  age.	  
	  	  	  	  	  	  	  	  	  ¨	  	  	  Strongly	  Agree	  	  	  	  	  	  	  	  ¨	  	  	  Agree	  	  	  	  	  	  	  	  	  	  	  ¨	  	  	  Neutral	  	  	  	  	  	  	  	  ¨	  	  	  Disagree	  	  	  	  	  	  	  ¨	  	  	  Strongly	  Disagree	  
	  
23. Do	  you	  think	  poor	  oral	  hygiene	  is	  a	  risk	  factor	  of	  periodontal	  diseases;	  and	  therefore	  important	  for	  healthy	  ageing?	  
	  	  	  	  	  	  	  	  	  ¨	  	  	  Strongly	  Agree	  	  	  	  	  	  	  	  ¨	  	  	  Agree	  	  	  	  	  	  	  	  	  	  	  ¨	  	  	  Neutral	  	  	  	  	  	  	  	  ¨	  	  	  Disagree	  	  	  	  	  	  	  ¨	  	  	  Strongly	  Disagree	  
	  
24. Do	  you	  think	  stress	  is	  a	  risk	  factor	  of	  periodontal	  diseases;	  and	  therefore	  important	  to	  reduce	  or	  manage	  for	  healthy	  
ageing?	  
	  	  	  	  	  	  ¨	  	  	  Strongly	  Agree	  	  	  	  	  	  	  	  ¨	  	  	  Agree	  	  	  	  	  	  	  	  	  	  	  ¨	  	  	  Neutral	  	  	  	  	  	  	  	  ¨	  	  	  Disagree	  	  	  	  	  	  	  ¨	  	  	  Strongly	  Disagree	  
	  
25. Do	  you	  think	  smoking	  is	  a	  risk	  factor	  of	  periodontal	  diseases	  in	  old	  age;	  and	  therefore	  important	  for	  healthy	  ageing?	  
	  	  	  	  	  	  	  	  	  ¨	  	  	  Strongly	  Agree	  	  	  	  	  	  	  	  ¨	  	  	  Agree	  	  	  	  	  	  	  	  	  	  	  ¨	  	  	  Neutral	  	  	  	  	  	  	  	  ¨	  	  	  Disagree	  	  	  	  	  	  	  ¨	  	  	  Strongly	  Disagree	  
	  
26. Do	  you	  think	  underlying	  health	  problems	  (systemic	  diseases)	  are	  risk	  factors	  of	  periodontal	  diseases?	  
	  	  	  	  	  	  ¨	  	  	  Strongly	  Agree	  	  	  	  	  	  	  	  ¨	  	  	  Agree	  	  	  	  	  	  	  	  	  	  	  ¨	  	  	  Neutral	  	  	  	  	  	  	  	  ¨	  	  	  Disagree	  	  	  	  	  	  	  ¨	  	  	  Strongly	  Disagree	  
	  
27. Do	  you	  think	  your	  underlying	  management	  and	  health	  care	  are	  risk	  factors	  of	  periodontal	  diseases?	  
	  	  	  	  	  	  ¨	  	  	  Strongly	  Agree	  	  	  	  	  	  	  	  ¨	  	  	  Agree	  	  	  	  	  	  	  	  	  	  	  ¨	  	  	  Neutral	  	  	  	  	  	  	  	  ¨	  	  	  Disagree	  	  	  	  	  	  	  ¨	  	  	  Strongly	  Disagree	  
	  
Oral	  mucosal	  diseases	  
	  
28. Healthy	  ageing	  means	  free	  from	  oral	  mucosal	  diseases.	  
	  	  	  	  	  	  	  	  ¨	  	  	  Strongly	  Agree	  	  	  	  	  	  	  	  ¨	  	  	  Agree	  	  	  	  	  	  	  	  	  	  	  ¨	  	  	  Neutral	  	  	  	  	  	  	  	  ¨	  	  	  Disagree	  	  	  	  	  	  	  ¨	  	  	  Strongly	  Disagree	  
	  
29. Do	  you	  think	  the	  mucosa	  will	  become	  atrophic	  (thin)	  as	  you	  get	  older?	  
	  	  	  	  	  	  	  	  ¨	  	  	  Strongly	  Agree	  	  	  	  	  	  	  	  ¨	  	  	  Agree	  	  	  	  	  	  	  	  	  	  	  ¨	  	  	  Neutral	  	  	  	  	  	  	  	  ¨	  	  	  Disagree	  	  	  	  	  	  	  ¨	  	  	  Strongly	  Disagree	  
	  
Salivary	  gland	  disorders	  
	  
30. Healthy	  ageing	  means	  free	  from	  salivary	  gland	  disorders.	  
	  	  	  	  	  	  	  	  ¨	  	  	  Strongly	  Agree	  	  	  	  	  	  	  	  ¨	  	  	  Agree	  	  	  	  	  	  	  	  	  	  	  ¨	  	  	  Neutral	  	  	  	  	  	  	  	  ¨	  	  	  Disagree	  	  	  	  	  	  	  ¨	  	  	  Strongly	  Disagree	  
	  
31. Medications	  can	  affect	  the	  quantity	  and	  quality	  of	  saliva.	  
	  	  	  	  	  	  ¨	  	  	  Strongly	  Agree	  	  	  	  	  	  	  	  ¨	  	  	  Agree	  	  	  	  	  	  	  	  	  	  	  ¨	  	  	  Neutral	  	  	  	  	  	  	  	  ¨	  	  	  Disagree	  	  	  	  	  	  	  ¨	  	  	  Strongly	  Disagree	  
	  
32. Do	  you	  think	  saliva	  is	  important	  in	  preventing	  oral	  diseases?	  
	  	  	  	  	  	  	  	  	  ¨	  	  	  Strongly	  Agree	  	  	  	  	  	  	  	  ¨	  	  	  Agree	  	  	  	  	  	  	  	  	  	  	  ¨	  	  	  Neutral	  	  	  	  	  	  	  	  ¨	  	  	  Disagree	  	  	  	  	  	  	  ¨	  	  	  Strongly	  Disagree	  
	  
33. Do	  you	  think	  saliva	  is	  important	  in	  dental	  caries	  prevention?	  
	  	  	  	  	  	  	  	  	  ¨	  	  	  Strongly	  Agree	  	  	  	  	  	  	  	  ¨	  	  	  Agree	  	  	  	  	  	  	  	  	  	  	  ¨	  	  	  Neutral	  	  	  	  	  	  	  	  ¨	  	  	  Disagree	  	  	  	  	  	  	  ¨	  	  	  Strongly	  Disagree	  
	  
Tooth	  loss	  
	  
34. Healthy	  ageing	  means	  keeping	  all	  your	  natural	  teeth.	  
	  	  	  	  	  	  ¨	  	  	  Strongly	  Agree	  	  	  	  	  	  	  	  ¨	  	  	  Agree	  	  	  	  	  	  	  	  	  	  	  ¨	  	  	  Neutral	  	  	  	  	  	  	  	  ¨	  	  	  Disagree	  	  	  	  	  	  	  ¨	  	  	  Strongly	  Disagree	  
	  
35. Healthy	  ageing	  means	  keeping	  at	  least	  20	  natural	  teeth	  without	  the	  need	  for	  a	  denture.	  
	  	  	  	  	  	  	  	  	  ¨	  	  	  Strongly	  Agree	  	  	  	  	  	  	  	  ¨	  	  	  Agree	  	  	  	  	  	  	  	  	  	  	  ¨	  	  	  Neutral	  	  	  	  	  	  	  	  ¨	  	  	  Disagree	  	  	  	  	  	  	  ¨	  	  	  Strongly	  Disagree	  
	  
36. Healthy	  ageing	  means	  keeping	  some	  teeth	  but	  having	  a	  denture	  to	  wear.	  
	  	  	  	  	  	  	  	  	  ¨	  	  	  Strongly	  Agree	  	  	  	  	  	  	  	  ¨	  	  	  Agree	  	  	  	  	  	  	  	  	  	  	  ¨	  	  	  Neutral	  	  	  	  	  	  	  	  ¨	  	  	  Disagree	  	  	  	  	  	  	  ¨	  	  	  Strongly	  Disagree	  
37. Do	  you	  think	  it	  is	  normal	  for	  teeth	  to	  self-­‐exfoliate	  (fall	  out)	  when	  you	  get	  older?	  
	  	  	  	  	  	  ¨	  	  	  Strongly	  Agree	  	  	  	  	  	  	  	  ¨	  	  	  Agree	  	  	  	  	  	  	  	  	  	  	  ¨	  	  	  Neutral	  	  	  	  	  	  	  	  ¨	  	  	  Disagree	  	  	  	  	  	  	  ¨	  	  	  Strongly	  Disagree	  
	  
Thank	  you	  for	  your	  time.

